Penile fracture is not uncommon blunt trauma to the penis. Here, we present a rare case of penile fracture during sexual intercourse. The patient presented with penile swelling, bleeding per urethra, and inability to pass urine. Retrograde urethrogram showed significant extravasation of contrast from anterior penile urethra and no contrast passing to proximal urethra. Surgical exploration showed complete urethral rupture and bilateral cavernosal rupture. This case represents the value of urethrogram to evaluate the urethral injury and the association of complete urethral injury with bilateral ventral cavernosal injury.
Introduction
Penile fracture is caused by blunt injury to erected penis leading to rupture of the tunica albuginea of the corpus cavernosum. Mobility of the penis and its protected location make such injury rare. The most common cause of penile fracture is hitting erected penis against the perineum or the symphysis pubis during vigorous intercourse [1, 2] . Penile fracture can be associated with urethral injury in 6-9% [1, 2] . We present a rare case of complete urethral rupture with rupture of both corpora cavernosa.
Case Summary
A 62-year-old male patient with a known case of diabetes mellitus presented to the emergency with history of penile swelling for 4 hours. The incident happened during sexual intercourse in doggy position, while he was hurrying to reinsert his penis into the vagina, he struck the perineum of his partner. He suddenly heard a cracking sound and severe pain in the penis followed by swelling of the penis, sudden detumescence, and blood coming from urethra associated with inability to pass urine.
Physical examination showed severely swollen, deformed penis with deviation of the distal shaft of penis toward the dorsal surface and blood coming from the urethral meatus. Palpable hematoma with tenderness was noted over the ventral aspect of distal shaft of the penis.
Retrograde urethrogram showed significant extravasation of contrast from anterior penile urethra to surrounding soft tissue and no contrast passing to proximal urethra, likely penile urethra injury (Figure 1) .
Surgical exploration was done through subcoronal circumferential incision. The penis was degloved, and evacuation of hematoma was carried out. There were two large defects on the ventral aspect of both corpora cavernosa with complete rupture of the urethra at the mid penile shaft ( Figure 2) .
A 16 F urethral catheter was inserted in the proximal urethra followed by tourniquet application on the base of penis and mobilization of both urethral ends. Closure of the corpora cavernosa on both sides was done by use of 3/0 vicryl suture ( Figure 3 ). Subsequently, end to end, mucosa to mucosa, and tension-free urethral anastomosis over the 16 F urethral catheter was done using 4/0 vicryl suture (Figure 4 ). Some reinforcement suture in the corpus spongiosum was done.
Wound was closed in two layers for dartos and skin. As there was urethral involvement, patient was given cefuroxime 1.5 gm intravenous TID started on anesthesia induction for one day and discharged on cefuroxime 500 mg BID for one week. Patient was discharged next day and urethral catheter kept for 4 weeks after which a pericatheter urethrogram showed urethral continuity with no extravasation ( Figure 5 ) and the patient passed urine freely after removal of the catheter.
Patient reported good erection with no curvature of the penis and good urine flow (Qmax 20 ml/sec with 20 ml postvoiding residual) during follow-up visits after 4 months. The patient was scheduled for further follow-up visits to evaluate the long term results.
Discussion
The thickness of tunica albuginea covering the corpus cavernosum depends on the state of the penis which reaches up to 2.4 mm in flaccid state, while in the erect state it can reaches 0.25-0.5 mm [3] . Thin tunica albuginea, in addition to sudden bending of the erected penis, resulted in raising intracavernosal pressure to around 1500 mm which leads to rupture of the tunica albuginea and penile fracture [3] .
The causes of penile fracture have some geographic variation but the most common cause is hitting of the penis outside the vagina on the perineum or the pubis symphysis during sexual intercourse, and other causes include masturbation, rolling over erected penis, and forced flexion [1, 2] . Some studies showed that the most common cause is a habit by people in Middle East called taghaandan which is bending of the erected penis to achieve tumescence [4, 5] .
Associated urethral injuries vary from 6% to 9 % [1, 2] . A reported complete urethral rupture is rare and mostly associated with bilateral corporeal rupture [6] . Bleeding per urethra is an indicator for urethral injuries but its absence dose not exclude urethral injuries [2] . Retrograde urethrogram is used to confirm urethral injury in most of the studies [1, 2, 4] . Flexible cystoscopy during surgical procedure was used as diagnostic tool for urethral injury [7] .
Most of the patient give symptoms including cracking sound followed by sudden detumescence with painful penile swelling. This classic history with local finding of eggplant picture of the penis and tenderness at the site of rupture makes the clinical diagnosis of penile fracture without need for further diagnostic tests in most situations [1, 6] . Penile ultrasound, cavernosography, and MRI can be helpful in some cases [1, 2, 8] .
Surgical intervention has been shown to have better outcome and shorter hospital stay with less complications rate of erectile dysfunction, penile curvature, and penile pain on erection in comparison to the conservative management [1, 2, 4] . Urethral injury management depends on the extent of the injury. Minimal urethral injuries can be managed with urinary diversion or direct suture of the tear, but in severe urethral injury or complete urethral rupture, spatulated, mucosa to mucosa, tension-free anastomosis over urethral catheter is needed [1, 9] . Additionally, urinary diversion via a suprapubic tube may be considered. Delayed repair with a graft may be considered, and delayed repair can be carried out several weeks later under controlled circumstances and after resolution of the hematoma.
Conclusion
Penile fracture is urological emergency, and clinical diagnosis is sufficient in most of the cases. Ascending urethrogram is useful in diagnosis of urethral injury, and the degree of urethral injuries depends on the severity of the injury. Complete urethral rupture is mostly associated with bilateral corporal rupture as in our case and immediate surgical exploration with repair being mandatory.
